Gold therapy for rheumatoid arthritis is equally well known to produce hepatic disorder. In 1973 Schenker et al. described 2 cases, both recovering completely: liver biopsy showed centrilobular cholestasis and swollen parenchymal cells in one case, cholestasis but no cell changes in the other. Favreau et al. (1977) reported 3 further cases where jaundice developed 3-7 days after the last gold injection: liver function tests indicated cholestatic jaundice in all cases, and biopsy showed ballooning of liver cells in one case. In 1979 Griffin reported a further case of cholestatic jaundice following 100 mg sodium aurothiomalate; jaundice was intense for 12 days, but liver function tests were normal in 3 weeks. Howrie & Carlton-Gartner (1982) described a three-year-old child who developed a rash, jaundice and laboratory evidence of hepatic dysfunction.
The mechanism of gold-induced hepatotoxicity and pulmonary disease is unknown, but it is probable that a type I hypersensitivity reaction is responsible, as suggested by Davis & Hughes (1974) , who noted that eosinophilia and raised IgE levels were often found. It is notable that in our case eosinophilia only appeared several days after the second gold injection, by which time the patient had become seriously ill. Angio-oedema is not commonly found in association with cholinergic urticaria. We report an unusual case in which angio-oedema confined to the periorbital region was precipitated by exertion but not by passive overheating or emotional stimuli.
Case report For several years this 35-year-old French woman had developed periorbital oedema on such exertion as a brisk walk, swimming or 'keep fit' exercises. Her symptoms would begin within minutes of starting the exercise, reach a maximum after about half an hour and then take several days to subside. There was no accompanying itching or rash but she did experience a feeling of tightness in the chest with the exertion. She did not develop periorbital oedema following a hot bath or shower, or if she became nervous or embarrassed, but she had noticed some irritation of the skin and a blotchy rash on her chest after a hot bath. Between attacks the symptoms would subside completely and there was no residual periorbital oedema. However, the condition was so readily provoked and so unsightly for several days that she found her life severely restricted. She was otherwise well, with no personal or family history of atopy although her mother had also suffered from exertional angio-oedema for many years.
A brisk fifteen minute walk precipitated the periorbital oedema shown in Figure 1 , and examination of her skin at this time showed marked dermographism but no cholinergic urticaria. However, later challenge with a hot shower did produce the lesions characteristic of cholinergic urticaria.
Routine blood investigations were normal, as was the C, esterase inhibitor level. Airways conductance, FEV1, and inspiratory and expiratory flow volumes measured before and after cold air challenge were normal, so it is unlikely that the feeling of tightness in the chest was due to exercise-induced bronchospasm or to angiooedema of the upper respiratory tract.
The patient was given a trial of antihistamines and of prophylactic sodium cromoglycate eye 
Discussion
Cholinergic urticaria with associated angiooedema was reported in 6 of the 15 patients described in one of the earliest papers on cholinergic urticaria (Hopkins et al. 1938 ). There is little mention of the association in the literature thereafter until 1981 when Lawrence et al. reported 3 further cases and drew attention to the apparent rarity of the association. These 3 patients developed angio-oedema together with cholinergic urticaria on both passive overheating and exercise challenge. Our patient presents two particularly unusual features. First, the periorbital oedema is produced only by exertion and not by passive overheating or emotional stimuli. Secondly, it is not accompanied by any pruritus or rash, although provocation with hot water does precipitate cholinergic urticaria. Although there are no identical patients in the literature, a 10year-old girl was reported from France whose symptoms were also produced only by effort and not by hot baths or emotional stimuli, but she experienced generalized pruritus, urticaria and wheezing in addition to angio-oedema (Monard et al. 1965) .
It is interesting that in our patient the rise in core temperature induced by exercise precipitates angio-oedema but no cholinergic urticaria, whereas that induced by a hot shower produces the urticaria but not angio-oedema. This implies that the two types of stress release qualitatively different mediators rather than simply different amounts of the same mediator.
Osteosarcoma of bladder 27 years after local radiotherapy' B G Ferrie FRCS Jocelyn E A Imrie MRCPath P J Paterson FRCS Departments of Urology and Pathology Royal Infirmary, Glasgow G4 OSF A case of osteosarcoma of the bladder occurring 27 years after previous radiotherapy to the bladder is described.
Case report
In 1956 a 39-year-old woman underwent open excision and diathermy of a transitional cell carcinoma of bladder together with tantalum wire irradiation (estimated dose 7000 rad). In 1957 reimplantation of the right ureter was necessary because of obstruction at the lower end. A radiation-induced menopause was carried out in 1960 (estimated dose 2800 rad). Regular negative cystoscopies were performed until 1979.
She returned in March 1983, now aged 66, with weight loss and frequency. Cystoscopy showed a large greyish-pink mass in the bladder. Biopsy showed necrotic tissue, spindle cells and several foci of osteoid formation. Computerised tomography of the abdomen and pelvis suggested a tumour involving bladder and uterus. Because of deteriorating renal function due to obstruction, a cystectomy and ileal conduit was performed in May 1983. A large mass was present in the trigone but no metastases were found at operation. Histology showed a bladder sarcoma of osteogenic type. Two months after operation she developed a pelvic mass and deteriorated rapidly. She died in August 1983. At postmortem examination, there was extensive necrotic tumour in the pelvis and a solitary liver metastasis.
Discussion
Primary bladder tumours containing bone or cartilage are rare. Between 1865 and 1965, 21 cases of bladder tumour containing bone or cartilage were reported (Kikuchi et al. 1965) . Chitiyo (1973) reported 3 cases and a further case was reported by Murat et al. (1975) . Pang (1958) divided bladder tumours containing bone or cartilage into three groups: primary osteoor chondrosarcoma coexisting with an epithelial tumour; primary osteoor chondrosarcoma without a carcinomatous component; and epithelial tumours with stromal osseous metaplasia.
